Aims-To assess the eVectiveness of enucleation or evisceration in relieving pain from painful blind eyes. Methods-24 patients with intractable ocular pain underwent enucleation or evisceration with or without an orbital implant. Results-Complete pain relief was achieved in all patients at an average time of 3 months (range 1-15 months). Seven patients required further medical or surgical treatment in addition to removal of the globe. Conclusion-Enucleation and evisceration were eVective in relieving ocular pain in all patients with a painful blind eye in our study. However, complications of surgery and orbital implants can cause recurrent pain. (Br J Ophthalmol 2000;84:437-438) 
Severe ocular pain is an intolerable condition resulting from various ocular diseases and can be treated with topical steroids, cycloplegics, ocular hypotensives, and bandage contact lenses. Painful blind eyes have been successfully treated with retrobulbar alcohol injection 1 when the eye looks normal, if the patient is not medically fit for surgery or is opposed to it. However, if the pain is unresponsive to these treatments, especially if the eye is cosmetically disfigured, then enucleation or evisceration may be the treatment of choice. There have been clinicopathological studies of enucleation and evisceration 2 and reviews of complications of orbital implants. 3 However few reports have examined whether such surgery resolves pain. 4 
Materials and methods
The study involved 24 eyes of 24 patients (11 males and 13 females) undergoing enucleation or evisceration, with or without a primary orbital implant for intractable ocular pain. The average patient age was 64 years (range 11-89 years).
The causes of the painful eyes and their visual acuities are shown in Table 1 . The average duration of pain was 59 months (range 1-240 months) during which time various treatments including topical steroids, cycloplegics, ocular lubricants, glaucoma medications, and bandage contact lens had failed to consistently relieve pain.
Past surgical procedures included cataract extraction (nine), cyclocryotherapy (five), retinal detachment surgery (three), trabeculectomy (three), vitrectomy (six), panretinal photocoagulation (one), laser iridotomy (one), corneal graft (one), and cyclodialysis (one).
The decision to perform an enucleation or evisceration with or without an implant, was dependent on the cause of the painful blind eye and patient's and surgeon's preference.
Eight patients underwent enucleation with insertion of an orbital implant made from hydroxyapatite (two), polyethylene (Medpor) (four), and acrylic (two). The implants were wrapped in mersilene mesh sutured with 5-0 Ethibond.
Sixteen patients underwent evisceration, 13 with and three without an implant. Orbital implants used were hydroxyapatite (six), Rubeotic glaucoma NPL evisceration hydroxyapatite --polyethylene (three), and acrylic (four). The surgical procedure for evisceration included removal of the cornea, placement of orbital implant in the scleral shell, and anterior scleral closure with 6-0 Vicryl. In all procedures, Tenon's and conjunctival closure was layered, wound edges being overlapped and sutured with Vicryl.
The postoperative regimen was chloramphenicol four times daily to the socket for 3-6 weeks, and oral cephalexin 500 mg twice daily for 7 days. Anti-inflammatory medication (diclofenac) was used for pain relief as required. Temporary prosthetic shells were fitted at 4-6 weeks and an artificial eye was in place by 6-12 weeks postoperatively when pain relief was assessed.
Results
The average duration of follow up was 16 months (range 3-36 months). Ultimate pain relief was achieved in all patients following enucleation or evisceration at an average of 3 months (range 1-5 months). Immediate pain relief (within 6 weeks) was achieved in 17 patients.
Seven patients continued to have pain for an average duration of 8 months (range 4-15 months), requiring further medical or surgical intervention to achieve pain relief. One patient with a pre-enucleation history of sclerokeratitis of unknown aetiology developed a discharging socket and was found to have implant exposure. Further surgery failed to aVord conjunctival cover and to relieve pain and the implant was removed 12 months after insertion with complete resolution of the pain and discharge. Postoperative pain secondary to a retrobulbar haematoma in one patient resolved over 4 months. Two patients had prosthesis related pain for 6 months with no evidence of giant papillary conjunctivitis. The pain resolved in one patient on changing to a glass artificial eye and in the other patient with refitting of a new artificial eye. A conjunctival cyst formed in one patient with associated soreness. This was excised 12 months after original surgery with resolution of the discomfort.
A patient who had undergone previous retinal detachment surgery had a foreign body sensation which resolved with removal of a residual piece of silicone band, 4 months after the evisceration. Finally, one patient had ocular discomfort of unknown aetiology which resolved with the use of an ocular lubricant (hypromellose).
Discussion
When treating painful blind eyes the choice of surgical procedure is dependent on ocular disease and patient and surgeon preference. Enucleation and evisceration are associated with complications including retrobulbar haemorrhage, conjunctival cysts, and wound dehiscence which can cause ocular pain.
Although evisceration is a simpler procedure than enucleation and provides good prosthesis motility, it is theoretically associated with a higher risk of sympathetic ophthalmitis 5 and in some patients may not relieve ocular pain, since sensory ciliary nerves remain intact and can transmit pain. 6 Other authors have noted increased pain or ocular discomfort in eviscerated compared with enucleated groups, in the immediate postoperative period. 7 However, this has not been seen by us in our small series of 16 eviscerations and eight enucleations where both groups had patients with persistent postoperative ocular pain.
In the group of patients who suVered from postoperative ocular pain, six had orbital implants (four polyethylene (two wrapped in mersilene mesh) and two acrylic). One underwent evisceration alone. Implant materials and wrapping can be associated with infection, extrusion, and pain 8 ; however, five of the six patients with orbital implants had pain unrelated to this.
Causes for postoperative pain included retrobulbar haematoma (one), conjunctival cyst (one), residual silicone band (one), artificial eye related (two), and of unknown origin (one).
Only one patient had extrusion of orbital implant, which was secondary to conjunctival dehiscence possibly related to their previous chronic sclerokeratitis.
In summary, our experience showed that enucleation and evisceration were both excellent in relieving pain in all of the blind painful eyes in our series. Pain relief occurred over a varying duration, with 71% (17/24) having pain relief within 6 weeks postoperatively and the remaining 29% (7/24) within 15 months, after further medical or surgical intervention. We recommend that patients who have undergone enucleation or evisceration, with or without an orbital implant and have persistent postoperative pain should be examined thoroughly for an underlying cause of this pain. EVective treatment of this cause is likely to lead to complete relief of pain.
